Abstract Items such as cotton or gauze pads can be mistakenly left behind during operations. Such foreign materials (called textilomas or gossypibomas) cause foreign body reaction in the surrounding tissue. The complications caused by these foreign bodies are well known, but cases are rarely published because of medico-legal implications. Some textilomas cause infection or abscess formation in the early stage, whereas others remain clinically silent for many years. Here, we describe a case of textiloma in which the patient presented with low-back pain 4 years after lumbar discectomy. Imaging revealed an abcess-like mass in the lumbar epidural space.
Introduction
Textiloma and gossypiboma are non-medical terms used to describe a mass of cotton matrix that is left behind in a body cavity during an operation [9, 18, 20] . Such foreign bodies can often mimic tumors or abscesses clinically or radiologically. Although these masses and their associated complications may occur, they are rarely reported due to medico-legal implications [7] . Most cases of textiloma in the literature have been connected with abdominal or thoracic surgery, very few have been linked with spinal surgery. From 1965 to 2006, only 32 cases of spinal or paraspinal textiloma have been documented in the literature [1, 3-7, 9, 10, 12, 14, 16, 19-21] . Here, we describe a case in which cotton, a foreign body, was left behind during an operation for lumbar disc herniation. The patient presented 4 years later with a symptomatic mass in the lumbar epidural space, and imaging indicated a possible abscess.
Case
A 62 year old woman presented a complaint of lowback pain. She had had this problem for 1 year, and the pain had been radiating to her left calf for 1 month. The patient had undergone surgery for lumbar disc herniation 4 years prior to presentation. Physical examination indicated good health status. There was no tenderness, swelling or erythema at the incision site. The straight leg-raising test was positive at 60°on the left. The patient's left hamstring muscle strength was 4/5, and she had diminished patellar deep tendon reflex on that side. Routine laboratory testing (complete blood count, erythrocyte sedimentation rate, blood biochemistry panel) revealed nothing abnormal. Magnetic resonance imaging (MRI) of the lumbosacral spine showed the laminectomy defect at L3 and a mass lesion in the posterior paravertebral region at this level. The mass appeared hypointense to spinal cord tissue on T1-weighted images and hyperintense on T2-weighted images. Injection of contrast medium revealed an enhanced hyperintense rim around a hypointense center (Figs. 1, 2 ). The lesion was interpreted as a possible epidural abscess. At surgery, a foreign body composed of cotton was found and was completely removed (Fig. 3) . No infection or abscess was detected. Histological examination of the tissues around the material revealed only chronic inflammatory infiltration and granuloma formation. One month after the operation, there were no abnormal findings either on physical examination or on MRI of the lumbosacral spine.
Discussion
Cotton pads, towels and sponges are used to achieve hemostasis during surgical procedures, including dissection for intervertebral disc herniation and other spinal problems. Although precautions are taken to avoid leaving such materials behind, mistakes do happen and the resultant foreign bodies can cause various clinical and radiological manifestations [1, 5, 8, 12] . In the early period after surgery, these forgotten materials can lead to infections and abscess formation. However, some remain clinically asymptomatic for many years, and then cause a foreign body reaction in the surrounding tissue, with new clinical signs indicating significant mass effect [3, 5, 6, 15, 22] . Cotton is not the only material that can lead to such problems. The literature contains reports of other hemostatic materials (such as gelfoam and Surgicel) causing foreign body reactions that could not be distinguished from recurrent tumors on MRI [9, 13] . The introduction of MRI has made it possible to diagnose most foreign bodies accurately. Findings differ according to the radiological modality that is used to investigate the patient. Cotton sponges and cotton fibers exhibit characteristic features on plain radiographs, whereas the findings on computerized tomography and ultrasonography are less diagnostic [3, 6, 11, 12, 14, 16, 20] . The MRI appearance of foreign materials that are left behind during surgery can differ greatly depending on the time since the operation and the type of foreign body reaction that occurs. There are two types of foreign body reactions: aseptic fibrous tissue reaction, which involves adhesion formation, encapsulation and granuloma formation, or the exudative-type tissue reaction, which leads to abscess formation [3, 6, 8, 14-16, 18, 22] . Karcnik et al. [7] reported a case of foreign body reaction that manifested in a later period after an anterior cervical fusion operation. MRI showed a granuloma that was hypointense on T1-weighted images and hyperintense on T2-weighted images, and that mimicked a solid tumor. In general, most lesions caused by foreign bodies are hypointense on T1-weighted images and hyperintense on T2-weighted images [3, 5, 8, 15, 16] . In our case, the MRI findings were consistent with an epidural abscess, but direct observations at surgery, microbiologic testing and pathologic examination revealed no infection.
Foreign bodies that are left behind during operations may organize and increase in size but such changes are not correlated with time. To date, the case reported by Taylor et al. [17] features the longest period from surgery to manifestation of symptoms. They detected an intrapulmonary foreign body 43 years after thoracotomy. The longest reported interval in the neurosurgery literature is 40 years. In that case, a cotton pad was left posterior to the lumbosacral vertebrae during a laminectomy operation, and the material eventually caused a cavitary lesion [16] . Our patient developed a textiloma 4 years after lumbar disc surgery.
Civil lawsuits brought against surgeons for surgical complications are becoming more frequent, and this is prompting surgical teams to be even more careful. It is possible to to overlook cotton and gauze pads in the surgical field. Such materials should always have a tag that allows them to be easily located and removed, and all materials that are placed in the wound temporarily, must be counted many times with meticulous care. Cotton pads are not safe because they can break into fragments during manipulation; other materials are preferred for securing hemostasis. Once hemostasis is achieved, the operative site should be flushed with saline and carefully examined for foreign materials.
